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Domestic violence (DV) is quite prevalent and negatively impacts the health and mental wellbeing of those 
affected. Victims of DV are frequent users of health service, yet they are infrequently recognized. Physicians 
tend to treat the presenting complaints without addressing the root cause of the problem. Lack of knowledge 
on adequately managing cases of DV and on appropriate ways to help survivors is commonly presented as a 
barrier. This article presents the magnitude of the problem of DV in the Arab world, highlights the role of the 
primary care physician in addressing this problem, and provides practical steps that can guide the clinician in 
the Arab world in giving a comprehensive and culturally sensitive service to the survivors of DV. 
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Family violence, defined as the intentional intimi- 
dation or abuse of children, adults, or elders by a 
family member, intimate partner, or caretaker to 
gain power and control over the victim (1), is a common 
and worrying social phenomenon. It is considered a 
public health issue of epidemic proportions (2), predo- 
minantly affecting women and children, while men are 
less frequently subjected to violence within the family 
(3, 4). Studies worldwide show that one out of seven 
women has experienced domestic violence (DV) and that 
20-40% of women will be victimized at least once during 
their lifetime (3, 4). A World Health Organization (WHO) 
multi-country study has shown that the hfetime preva- 
lence of DV ranges from 15 to 71% (5, 6). According to 
a European Women's Lobby survey report, every fourth 
or fifth woman in the European Union has experienced 
violence from her partner (7). In Jordan, the 2007 
Population and Family Health Survey reveals that one in 
three ever-married women aged 15-49 years reported 
being subjected to physical violence (8), while 21% of 
women surveyed in the Family Health Survey carried out 
in Iraq reported exposure to physical violence (9), and 
one fifth of women surveyed in Egypt reported exposure 
to physical violence in the year (10) preceding the survey. 

Given the statistics presented, there is no doubt that 
all primary care physicians encounter victims of violence 
in their practice. Looking at the prevalence of DV in 
healthcare settings, 15 and 87% of women who attended a 



healthcare center in Syria and Jordan, respectively, 
disclosed abuse by their husbands (11, 12), while 35% 
of women users of primary care in Lebanon were 
found to be exposed to violence (13). A survey of ever- 
married women at primary health clinics in Medina, 
Saudi Arabia, found a prevalence rate of 25.7% of 
intimate partner violence (IPV) and a life time prevalence 
of 57.7% (14). 

Violence is a medical problem, resulting not only in 
physical injury but also in emotional and psycholog- 
ical harm. It is a major cause of mental ill health 
globally (15). Individuals experiencing IPV often develop 
chronic mental health conditions, such as depression, 
posttraumatic stress disorder, anxiety disorders, sub- 
stance abuse, suicidal behavior, somatizing disorders, 
eating disorders, and chronic pain (16-21). In adoles- 
cents, physical and sexual assault are associated with 
poor self-esteem, alcohol and drug abuse, eating dis- 
orders, obesity, risky sexual behaviors, teen pregnancy, 
depression, anxiety, and suicidality (22, 23). An experi- 
ence of DV was also found to be significantly associated 
with high levels of symptoms of perinatal depression, 
anxiety, and PTSD (24). It also seems that the vast 
majority of people with severe mental illness, such as 
bipolar disorder and schizophrenia, have experienced 
either physical or sexual assault during their lifetime, 
and this is often associated with a history of childhood 
abuse and substance misuse (25, 26). 
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Conversely, mental illness seems to predispose to 
abuse. A systematic review and meta-analysis, including 
41 studies relating mental problems to abuse, revealed 
that women with depressive disorders, anxiety disorders, 
and PTSD are at a higher risk of experiencing adult 
lifetime partner violence when compared to women with- 
out mental disorders. Individual studies reported in- 
creased odds for women and men for mental problems 
of all diagnostic categories, including psychoses, with a 
higher prevalence reported for women (27). 

Women who are victims of DV often present to their 
physician with a wide range of complaints, including 
disturbed sleep pattern, headache, anxiety, and most 
commonly depression (28). Yet, in spite of its strong 
association to ill mental health, DV is often overlooked 
in clinical settings. A review of the recently published 
research on health outcomes associated with partner 
violence victimization showed that women who experience 
partner violence are likely to seek health services, have 
poor overall physical and mental health, but their health 
needs are not addressed sufficiently by current health 
and human service systems (15). Some of the reasons 
reported by mental health and primary care professionals 
(29) included feeling that women may not disclose abuse 
to them especially if they are males, thinking that 
addressing DV is not part of their role or that DV is 
irrelevant to healthcare, lack of knowledge and exper- 
tise in the area, lack of training, resources, and time, 
feeling powerless to offer a solution, fear of offending the 
woman and of opening up a 'Pandora's box, nega- 
tive cultural social attitudes, and institutional constraints 
(30-32). DV could also be overlooked by physicians 
who may themselves be perpetrators of abuse or believe 
that religious laws allow men to control or sometimes beat 
their wives. 

Studies revealed that women are ready to talk about 
abuse when asked (13), and, even in the Arab world, they 
welcome getting the healthcare involved in combat- 
ing DV, considering it to be a socially accepted way to 
address the issue (33). Primary care physicians are well 
positioned to care for violence victims. While providing 
care for women and their children, they can use these 
therapeutic relationships to identify DV, make brief 
office interventions, offer continuity of care, and refer 
for further management or assistance. Helpful tips are 
given in this article in order to improve the knowledge of 
the primary care physicians and assist him/her in these 
services. The word 'survivor' will be used throughout the 
article, except when the original reference uses the word 
'victim', to refer to females exposed to DV either from 
a past or current relation. The term 'survivor' has been 
a preferable term to 'victim' in recent literature and 
within organizations addressing violence against women. 
'Victim' implies passivity while women are actually active 
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in trying to defend themselves and their children and 
seeking ways to survive. 

What healthcare providers can do 

Identifying female survivors, providing them with ade- 
quate referral, and supporting them safely on a pathway 
to recovery could be a way to avoid the long-term impacts 
of violence (34) and prevent further incidents of abuse. 
The approach to survivors is usually a multidisciplinary 
one, involving physicians, social workers, psychologists 
as well as community resources. The clinician's role is 
to identify cases of abuse, assess the patient and her 
family level of safety, and provide ongoing medical care 
and non-judgmental support. This includes counseling 
about the nature and course of DV and assessing the level 
of readiness to undergo changes, educating the patient 
about the range of available support services and making 
the appropriate referral, documenting findings, and 
assuring follow-up. In order to fulfill this role adequately, 
the physicians need to be equipped with proper knowl- 
edge and communication skills and be aware of the 
resources available in the community. Training programs 
(workshops, symposia, online education) may be war- 
ranted to increase the awareness of the primary care 
providers (physicians and nurses) and to provide gui- 
dance about this urgent medical and public health issue. 
Moreover, having awareness leaflets or brochures related 
to DV with a list of community resources available in 
the patients' waiting room is advisable as it facilitates 
disclosure. 

Identifying survivors 

Controversy exists as to the best way to identify survivors: 
screening or case finding or targeted screening. Routine 
screening can be incorporated within the routine history 
taking, has the advantage of identifying women at risk, 
and gives an insight into the local prevalence of IPV. 
It is recommended by the Institute of Medicine as well as 
several professional organizations (35-38), but screening 
in some studies was not associated with improved physical 
and mental health in females (39). The U.S. preventive 
task force (USPTF) found that the evidence is insufficient 
to support a recommendation to screening (40) for IPV. 
As an update on the USPTF recommendation, a systema- 
tic review of articles published between 2002 and 2012 was 
conducted and concluded that the benefits of screening 
vary by population, while the potential adverse effects 
have minimal effect on most women (41). The adverse 
effects reported included feeling judged by the provider, 
increased anxiety about the unknown, disappointment 
in the provider's response, and a non-significant increase 
in the verbal abuse victimization rates among the screened 
population (41). 

Several screening tools are available and presented in 
Table 1. When strategies of screening for DV in primary 
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Table 1. Commonly used screening tools for intimate partner violence (IPV) 

Screening tool Description 

HITS (42) It is a 4-item tool in which the patient is asked if her/his partner hurts, insults, threatens her/ 

him, or screams at her/him. 

Each item is scored, according to the frequency of occurrence, from 1 (never occurring) to 5 
(frequently occurring). A score of 10 or more indicates partner violence. 
This screening tool was also used in Arabic (33). 
WAST and WAST-SF It is a more detailed screening tool made of 8 items. The woman is asked to describe the 

(Woman Abuse Screening Tool and relationship with her partner, how the arguments are worked out and if they result in getting 

WAST-Short Form) (42) hit, kicked, or pushed, or in feeling frightened or down; the tool also asks if the partner ever 

abuses her emotionally, physically, or sexually or frightens her, the items use a llkert scale 
but there is no cutoff point for considering the tool as positive. It is more a clinical 
evaluation. 

Partner Violence Screen (43) A short 3-item tool. The questions relate to being hit by the partner and whether the patient 

is feeling unsafe in a current or previous relationship. A positive response to any question is 
considered to denote abuse. 

The relationship chart (44) It is an easy tool to administer, formed of a table with illustrations. It is mainly administered 

to females, made of 4 items (insulting/swearing, yelling, threatening, hitting/pushing). 
It asks about the frequency of physical and emotional domestic violence experienced 
during the past 4 weeks. The items are scored from 1 to 5 depending on the frequency 
of abuse. 

Computer-based IPV questionnaire (45) This self administered tool is formed of 4 parts, with several questions on exposure to 

physical and emotional abuse, in addition to safety assessment. The test is considered 
reflecting abuse If the victim answers "YES" on questions about being abused either 
physically or emotionally by a current partner. It is thought to supplement screening efforts 
and allows providers to focus on assessment, counseling, and referral for those at risk. 



care settings were compared (questionnaires, screening 
via healthcare providers and computer-assisted-self- 
interviews), the computer-assisted self-interviews were 
shown to be the best at eliciting a high rate of DV 
disclosure (46). 

Case finding or targeted screening requires the physi- 
cian to be aware of and vigilant to the presence of the 
signs and symptoms associated with abuse (Table 2). 

Regardless of which strategy is being used, probing 
about DV has to include both current and past relations, 
and it has to be done in private and in a confidential 
manner. It is advisable not to discuss DV with children or 
when the partner is present. Introductory statements 
can be used like 'violence is so common around here, 
that we started asking everyone about it'. A funneling 
technique, that is moving from the broad less-threatening 
questions (example: 'married couples may disagree; how 
do you resolve conflicts at home') to asking about specific 
behaviors (example 'are you being hit') is recommended. 
Questions are to be asked in a non-judgmental way (for 
example, avoid asking 'what have you done for him to hit 
you') while avoiding use of emotionally charged words 
like 'violence' or 'abuse'. Maintaining good eye con- 
tact is advisable when culturally appropriate. Observing 
the patient's non-verbal cues when answering questions 
can be insightful. 



Responding 

Inappropriate responses to patients' replies to inquiries 
about violence may result in harm. It is important for 
health providers to reassure patients that they do believe 
their physical symptoms in order to gain their trust 
and to develop a better therapeutic relationship (47). If 
violence was denied, the physician should respect the 
patient's decision not to disclose violence even when 
there is clinical suspicion of its presence. It is better to 
acknowledge the relation of the complaints to violence, 
'sometimes patients having symptoms like yours turn 
out to be abused', and express readiness to discuss DV in 
future visits whenever the patient wishes. Providing 
education about the impact of violence on the health of 
survivors and children witnessing it and a list of resources 
and organizations offering support to abused women 
can be additionally helpful in raising awareness. A close 
follow-up visit is warranted. 

The guidelines issued by the WHO (48) for respond- 
ing to DV and sexual abuse stress the importance of 
woman-centered care as first-line support. This entails 
respecting confidentiality when possible, assuring privacy, 
non-judgmental support, validation, and not pressur- 
ing the woman to leave the relationship. Although the 
guidelines incorporate recommendations for mandatory 
reporting, most Arab states do not have a law that 
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Table 2. Signs and symptoms suggestive of abuse 

. Injuries that point to a defensive position over the face (bruises and marks on the inside of the arms, back) 
. Injuries to the chest and stomach, reproductive organs, and anus 
. The illness or injuries do not match the cause given 
. Delay in requesting medical care 

. Injuries and bruises of various colors, indicating injuries occurring regularly over a period of time 
. Repeat injuries, someone who is 'accident prone' 
• Injuries during pregnancy 

. Repeated reproductive health problems: repeat miscarriage, early delivery, sexually transmitted diseases 
. Psychological or behavioral problems 
. Suicide attempts or signs of depression 

. Repeat and chronic medical complaints, pelvic problems and pains, psychological diseases 

. Behavioral signs: multiple visits, lack of commitment to appointments, not displaying emotion or crying easily, inability to undertake 
daily interactions, negligence, defensive positions, stilted speech, avoiding eye contact and animosity in body language 

Partner's behavior 

. Extreme and irrational jealousy or possessiveness 

. Attempts to control time spent with the healthcare providers 

. Speaking on behalf of the patient 

. Insisting on staying close to the patient, who hesitates to speak before the partner 



criminalizes family violence, making mandatory reporting 
inapplicable. 

When the patient discloses abuse, the initial response 
of the physician is to show empathy 'I am sorry this is 
happening to you', acknowledge the difficulty to share the 
information 'this must be hard on you to talk about it', 
express validation while alleviating guilt 'no one deserves 
to be hit or treated badly, it is not your fault', and offer 
help and assurance of continuous assistance in the future 
'you are not alone in this, we can help you take care of 
your health and support you while going through this 
problem'. When the patient narrates a violent incident, 
it is better to obtain a behavioral description of what 
has happened rather than why it happened. Asking about 
the 'why' has the subtle implication that violence can be 
justified in certain situations. Further interventions are 
summarized in Table 3 and described in details below. 
They can be easily remembered using the mnemonic SOS 
Doc: Support, Safety, Options, Strengths, Document, 
Continuity (49, 50). 

Although most survivors encountered are not in 
imminent danger, the physician should ask open-ended 
questions to assess the safety of the patients. A danger 
assessment tool (51) is available to assist in predicting 
increasing danger or lethality in the future. Indicators of 
danger include history of threats of murder or suicide, 
attempts of suicide or homicide, increased severity or 
frequency of the perpetrator's fits of anger, use of weapons 
or tools in the assault or an attempted strangulation, 
alcohol or substance abuse, or if the survivor acknowl- 
edges a fear for life. Violence tends also to escalate 
during life changes like pregnancy, separation, divorce 
or unemployment. 



If any of the danger indicators are present, the physician 
should discuss a safety plan with the survivor, even when 
survivors deny danger. Unfortunately, calling the police 
is not considered an option in many Arab countries as DV 
is considered a private issue and not a crime. Therefore, 
a safety plan can include hiding money, extra car keys, 
or a bag with extra clothes; having important documents 
(IDs, passports, certificates, bank account numbers, driv- 
ing license, insurance policy, marriage license.) in a place 
outside the home in the event of an urgent escape; agreeing 
on a safe place to escape to (shelters' hotlines to be 
provided when available); and a signal to alert neighbors 
requesting their help. Survivors are also advised, when 
the perpetrator is around, to stay away from rooms 
with weapons, such as the kitchen, or with hard surfaces, 
such as a bathroom, to decrease the risk of injury in times 
of escalating conflicts. The safety plan is to be revisited 
on later visits and modified according to situation. 

Disclosing violence does not necessarily imply that a 
major change is going to happen. Assessing the survivor's 
readiness to change is necessary, as physicians can be 
instrumental in helping the survivor move from one stage 
to the other towards action. The stages of change are: 

1. Pre-contemplation - The survivor is not aware of 
the situation or is still justifying abuse. There is no 
concern about the situation. 

2. Contemplation - The survivor is considering 
change but is not ready to take action yet. 

3. Determination - A decision has been made by the 
survivor to make changes. 

4. Action - The survivor is actively taking steps to 
address the DV. 
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Table 3. Essentials of intervening with DV survivors 

Assess: The degree of danger, presence of danger Indicators, the mental status of the survivor 

Safety: Does the survivor feel safe at home? Discuss a safety plan and revisit It with the survivor at each encounter 

Support: Talk in private; make eye contact; assure confidentiality while stating its limitation (possible self harm or harm to others); 

use encouraging statements 'violence is not your fault'; 'you deserve to be safe and respected'; show empathy 'I'm sorry this has 

happened' 

Options: Discuss options 'If you decided to leave, where you could go?', "what would be your children's reactions if you requested 

divorce?". Provide information about legal tools and community resources (e.g. women's shelters, support groups, legal advocacy) 
Strengths: Recognize the survivor's strengths. "It is usually difficult for people to talk about violence, you did it" 
Documentation: Record the patient's words, describe the observed behavior and injuries when present (can use drawings, body map or 
even photographs after obtaining patient's approval). Include also In documentation the assessment of the mental status, danger 
severity and follow up plans 

Continuity: Show willingness to continue taking care of the survivor "you are not alone in this"; offer a follow-up appointment. Check for 
barriers to access and discuss solutions 



While supporting the patients going through their 
life, physicians need to recognize that change is a long 
process, sometimes non-linear, with frequent setbacks. 
Survivors are not to be pushed but rather supported to 
go through changes at their own pace of readiness. By 
insisting on making changes or on progressing through 
stages of change, the doctor recreates power and control 
dynamics, which is not advisable. When setbacks occur, 
and they are to be expected, physicians need to assure 
the patients that they will not be abandoned and that 
they will have their continuous support. 

Counseling improves the patient's self-esteem and self- 
worth and assists the decision-making process. Providers 
are not supposed to encourage survivors to leave the 
relationship (52). Many survivors may believe that the 
abuse will stop one day or that they deserve it. Others 
may not be ready to leave their abusers for fear of losing 
contact with children, financial dependence, lack of an 
alternative place to go to, or because of the social pressure. 
In the Middle East, there is widespread tolerance of DV 
by both men and women that 'most victims are unable 
or unwilling to seek help from legal authorities or from 
health care providers' (53). When the decision to leave the 
relationship is being discussed, the risk of danger escalat- 
ing is to be considered and safety plans should be revisited. 

Throughout the counseling process, the physician 
must ensure trust and continuity, maintain boundaries, 
and encourage patients to make autonomous decisions 
even in matters related to health. Counseling of couples is 
to be avoided when active violence, intimidation, fear, 
or control is present in the relationship; physicians should 
also resist the repeated demands from the survivor to 
confront the perpetrator as this may endanger the patient 
and the physician. 

Addressing the impact of abuse on the mental wellheing 
of survivors, that may persist for years after the abuse 
ends (54), is an integral part of the healthcare provider's 
role. Cognitive behavioral therapy (CBT) and other 
psychological interventions were shown to be effective 



in decreasing PTSD and symptoms of depression and 
hence decrease the probability for future partner violence 
(54, 55). Referral to mental health clinicians for CBT 
or dialectic behavioral therapy may be warranted. The 
survivor needs to be notified of the services and/or 
facilities offered by various agencies and may sometimes 
need assistance in accessing them. Caution should be 
taken when providing written material as the safety of 
the survivor may be jeopardized if the perpetrator finds 
them. Frequent scheduled follow-ups are needed to con- 
tinue offering moral support and assistance. 

Proper documentation is important as it may be of 
value if the patient decides to seek legal support. When 
documenting, words such as denies, claims, or alleged 
perpetrator are to be avoided as they imply the physician 
does not believe the patient. The following should be 
recorded in the patient's file: 

1. The occurrence, nature, and time of abuse and the 
perpetrator identity when possible. Using patient's 
quotes is recommended. 

2. Findings from the physical examination with an 
accurate recording of injuries: nature, shape, and 
color. If possible, photographs of any physical 
injuries may be obtained if the patient permits. 
The photographs must include the patient's face or 
identifying features with the injury to be useful as 
evidence. If a camera is not available, the physician 
should make a sketch of the injuries or use body 
maps to record injuries. 

3. The laboratory or radiological studies ordered, 
the medications prescribed, and the referral when 
done. 

4. Comments on comorbidities; pregnancy, if present; 
and degree of disability. 

Self-care 

Dealing with survivors of abuse or mistreatment repre- 
sents an undeniable challenge, and it usually brings 
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out various reactions in the care provider. When dealing 
with a person whose physical and emotional safety is 
continuously undermined, it is natural that these encoun- 
ters stir feelings (love and hate, concern, anger, frustration, 
etc.) within the care provider that vary according to past 
experiences. It is important to differentiate between the 
feelings raised by the recipient and those resulting from 
recalling personal experiences or cases. Refraining from 
feeling angry at the patient for not taking action or for 
going back on decisions made; this should not be inter- 
preted as failure as many factors could have prevented 
patients from doing so. 

At the end of every medical encounter with the 
survivor, the physician is advised to stop for a moment 
and self-acknowledge what was achieved, that is, that they 
helped a person who was in need. Although the involve- 
ment of the provider is often limited to listening, disclosure 
of abuse was found to decrease somatic complaints and 
improve wellbeing (56). Considering the limited control 
that the physician has on the life, decisions, and special 
circumstances of the survivor, the provider needs to keep 
in mind that assisting abused patients does not mean 
saving the patient but assisting them in carrying out the 
changes themselves. 

Conclusion 

DV is frequently encountered in primary care and needs 
to be addressed properly. Expressing empathy, acknowl- 
edgement, and continuous support are the most impor- 
tant elements of immediate care provided to patients 
who disclosed abuse; safety is to be assessed and if risk 
of abuse escalation is present, safety planning is to be 
devised. Counseling can strengthen the survivor's sense of 
self-worth and feeling of continuous support and assis- 
tance. Referral for psychological assistance and organiza- 
tions working with abused women may be needed. 
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